
 

 

 

PLEASE PRINT            

 

Date ________________________  Nickname _______________________ 

Patient’s Name ____________________________ Race _____ Sex _____ Age _____ 

D. O. B. _____________ Address __________________________ City __________ 

Zip __________ School ___________________________________ Grade _______ 

Phone  #1 _________________________ Phone  #2 _________________________ 

Parent/Guardian ______________________________________________________ 

                                                   (PLEASE PRINT NAME) 

 

PLEASE GIVE THE DENTAL CLINIC 2 CONTACT NUMBERS – THANKS! 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 



 



 



 



 


